. As a resultof the patient'sdeformity, the soft-tissue triangles and nasal openings are extremelyasymmetric before surgery.
Patients with unilateral cleftlip are, arguably,the most technically complex subgroup of rhinoplasty patients. Asymmetry of the three-dimensional nasal structure creates an obvious deformity that largely contributes to the cleftstigmata, particularly the nasal tip and alar base. ' A IS-year-old girl presented with a history of leftsided, unilateral, complete cleft lip and palate, which had been repaired at an outside hospital during her infancy. She presented with complaints -of difficulty breathing from the left side of her nose, and she was very bothered by her nasal deformity.
This patient's nasal asymmetry was identified on examination. The ala on the cleft side was flattened, with a subsequent hanging nostril; additionally, the dome was lower on the cleft side. The nasal tip and columella were pointing away from the cleft side, and the bony dorsum toward the cleft side. However, because of the alotomy performed at the time of her primary lip surgery, her alar base width was symmetric. As a result of her deformity, the soft-tissue triangles were extremely asymmetric, as were her nostril openings (figure 1).
The patient's endonasal exam revealed that the "quadrangular cartilage was deviated toward the cleft side. Manual elevation of her ptotic left nasal ala caused a significant improvement in her breathing, and the standard Cottle maneuver did not prove beneficial.
The preoperative surgical plan was carefully structured to address the patient's concern regarding her aesthetic nasal appearance; she was most bothered by the size discrepancy between the nostril openings and the hanging of the left nostril.
The patient was marked for a standard inverted V incision of the mid -columellar skin, and the Tajima reverse-U incision-was incorporated on the left side of the alar rim skin so as to create a symmetric, left-sided, soft-tissue triangle appearance (figure 2, A). The endonasal rhinoplasty was performed via a hemitransfixion incision, and all portions of the deviated quadrangular cartilage were removed, leaving a l.S -cm caudal and dorsal L-strut. The nose was opened, and the skin of the Tajima incision remained hinged to the vestibular mucosa on the underside of the left lower lateral cartilage to be used as the new vestibular lining ( figure 2, B ; orange arrow). The aberrant flattening of the left lower lateral cartilage can be seen in comparison to the right side ( figure 2, B;black arrow) .
ICE-BASED SINUS TREATMENT THAT'
The left lower lateral cartilage was detached from its insertion in the area of the pyriform aperture and advanced to create a symmetric projection of the natural cartilage in a chondromucosal V-to-Y lengthening Potter technique.' This was secured in place with a caudal strut, and the symmetric nasal tip was resupported 480 " www.entjournal.com with a suturing technique (figure 2, C). A monobloc nasal osteotomy was then performed to shift the deviated bony pyramid.
The patient's postoperative course was uneventful, and her breathing was subjectively improved 1 week after surgery. Figure 3 (basal view) shows the improvement in the nasal appearance at 6 weeks postoperatively.
Anatomic repositioning to create a symmetric appearing, three-dimensional nasal structure is the ultimate aesthetic goal of the unilateral cleft lip rhinoplasty. Many methods of achieving this goal have been described; several include heavy use of tip and asymmetric camouflage grafts without repositioning the flattened cartilage. However, the repositioning of the natural cartilages to a more desirable position allows for a balanced appearance.
Alar repositioning can be effectively and safely achieved via the Potter or the Dibbell technique.' The Dibbell technique is the better procedure when asymmetry of the alar base width needs to be addressed, while the Potter technique is a simpler method to achieve nasal symmetry when the alar base width is harmonious.
